In 2009, an estimated 27% of human immunodeficiency virus (HIV) infections in the United States were attributed to heterosexual contact (1) . During 2006 During -2007 , as part of the data collection for the National HIV Behavioral Surveillance System (NHBS), CDC surveyed heterosexuals who lived in urban areas with a high prevalence of acquired immunodeficiency syndrome (AIDS) and found an overall HIV prevalence of 2.0% and a prevalence of 2.3% among persons with annual household incomes at or below the poverty level and 2.8% among persons with less than a high school education (2) . This report summarizes HIV testing results from the second cycle of NHBS, conducted in 2010, which focused on heterosexual persons with low socioeconomic status (SES) living in areas with high AIDS case rates. The results indicated that HIV prevalence was 2.3% overall and 1.1% among participants who did not report a previous positive HIV test result. Overall, 25.8% of participants had never been tested for HIV until the NHBS survey. Given the high HIV prevalence in this sample, additional research should be conducted to identify culturally appropriate interventions that overcome barriers to HIV testing and increase linkage to care for heterosexuals with low SES in urban areas with high prevalence of AIDS.
NHBS monitors HIV prevalence and HIV-associated behaviors among populations at high risk for acquiring HIV in 21 metropolitan statistical areas (MSAs) with high prevalence of AIDS. During 2010, NHBS collected data and conducted HIV testing among heterosexuals using respondent-driven sampling, a peer-referral sampling method. Because results from the pilot study in 2006-2007 demonstrated that persons with low SES* were more likely than persons with high SES to be infected, the 2010 cycle of NHBS focused on low SES populations (2, 3) .
Initial respondents selected from poverty areas † completed the survey and were asked to recruit up to five persons from their social networks. Their peers then completed the survey, and those who reported low SES and no injection drug use (IDU) in the preceding 12 months also were asked to recruit persons from their social networks. Men and women aged 18-60 years who resided in the MSA, had at least one sex partner of the opposite sex in the past 12 months, and were able to complete the survey in English or Spanish were eligible to participate. Using a standardized, anonymous questionnaire, participants were interviewed about sexual behaviors, drug use, HIV testing behaviors, and use of HIV prevention services.
All respondents were offered anonymous HIV testing, regardless of self-reported HIV infection status. HIV testing was performed by collecting blood or oral specimens for either conventional laboratory testing or point-of-contact rapid testing. A nonreactive rapid test was considered a negative test result. For persons with reactive rapid test results, final positive test results were determined based on supplemental Western blot or immunofluorescence assay. Participants received compensation for completing the survey and taking an HIV test and received incentives for recruiting their peers. Participants were included in this analysis if they reported low SES, completed the survey, consented to an HIV test, had a final positive or negative test result, and reported never engaging in male-male sex (for men) or IDU. The percentage of respondents who were HIV infected and did not report a previous positive HIV test result § also was calculated, as a measure of undiagnosed HIV infection. Unweighted HIV prevalence estimates were calculated; although respondent-driven sampling can produce weighted estimates, the number of HIV infections in this analysis was too small to properly weight the estimates (4).
In 2010, a total of 12,478 persons were screened for participation in NHBS, of whom 11,114 (89.1%) were eligible. Of these, 8,473 (76.2%) met criteria for inclusion in this analysis. ¶ Median age for participants was 33 years; 61.9% were aged 18-39 years. The majority (71.9%) of participants were black, 36.2% had less than a high school education, and 62.5% reported an annual household income of less than $10,000.
Among the 8,473 participants, 197 (2.3%) tested positive for HIV infection, and prevalence was similar for men (2.2%) and women (2.5%) ( Table 1) . HIV prevalence was 2.8% among blacks and 1.2% among Hispanics or Latinos. Prevalence was higher for participants who reported less than a high school education (3.1%), compared with those with a high school education (1.8%). Prevalence also was higher for those with an annual household income less than $10,000 (2.8%), compared with those with an income of $20,000 or more (1.2%) and for those reporting having an exchange sex partner** in the past 12 months (3.7%) versus those not reporting an exchange sex partner (2.1%). Prevalence also was higher for those reporting using crack cocaine in the past 12 months (6.3%) compared with those not reporting crack cocaine use (1.8% (Table 2 ). Among blacks, 1.3% were HIV infected, and among Hispanics or Latinos, 0.7% were HIV infected. The percentage of HIV infected was higher for participants who reported being unemployed (1.1%) or disabled (and unemployed) (2.7%), compared with employed (0.4%). Although the proportion who were HIV infected was similar among persons who had visited a health-care provider in the past year (1.1%) and those who had not (0.9%), it was higher among those who reported never being tested for HIV (1.6%) compared with being tested within the past 12 months (0.5%). The percentage who were HIV infected was higher for those who reported having an exchange sex partner in the past 12 months (2.0%) compared with not (0.9%) and using crack cocaine use in the past 12 months (2.6%) compared with not (0.9%) ( Table 2) . Among the 8,365, a total of 2,187 (26.1%) had never been tested for HIV; 3,417 (40.8%) reported that their last HIV test was >12 months ago, and 2,736 (32.7%) had been tested for HIV in the past 12 months ( Table 2) .
Among 82 participants † † who tested positive during NHBS, knew the date of their most recent HIV test, but did not report a previous positive HIV test result, 36 (43.9%) reported never having had an HIV test until NHBS. An additional 14 (17.1%) had been tested >5 years before the interview (Figure) .
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Editorial Note
The findings from this analysis indicate that HIV prevalence among a sample of low-SES heterosexuals residing in MSAs with high AIDS prevalence was 2.3% overall and 1.1% among those who did not report a previous positive HIV test result. The overall 2.3% HIV prevalence among survey participants is approximately five times the 0.45% estimated for all persons aged ≥13 years in the United States (1). HIV prevalence was high among participants reporting exchange sex and crack cocaine use, those with less than a high school education, and those unemployed or disabled. These findings suggest the need for both behavioral and structural (5) HIV prevention interventions for these populations. Additional efforts should address reducing health inequities, particularly among African Americans and Hispanics or Latinos, two populations that comprised 91.7% of the NHBS participants.
Among the 1.1% who were infected with HIV but did not report a previous positive HIV test, 43.9% reported that they had never been tested for HIV infection until participating in NHBS. A key step to reducing the number of new HIV infections in the United States, as indicated in the National † † Excludes seven participants who reported that their most recent HIV test was >12 months before the interview but did not report the year of that test.
** An exchange sex partner was defined as someone the participant gave things such as money or drugs to in exchange for sex or someone who gave the participant things such as money or drugs in exchange for sex.
What is already known on this topic?
An HIV/AIDS Strategy (6), is to increase the percentage of persons living with HIV who know their serostatus through HIV testing. Persons aware of their HIV infection often take steps to reduce their risk behaviors substantially and can be referred for treatment and care, which can reduce HIV transmission (7). Overall, among participants in this study, 25.8% had never been tested for HIV, underscoring the need for increased HIV testing and linkage to care for low-SES heterosexuals living in urban areas with a high prevalence of AIDS. CDC currently supports an expanded testing program to increase HIV testing among populations disproportionately affected by HIV in 30 health jurisdictions, including the 21 NHBS MSAs. In the first 3 years of this program, 2.8 million tests were conducted, and approximately 18,000 persons were newly diagnosed with HIV infection (8) .
The findings in this report are subject to at least three limitations. First, some participants might not have accurately reported their HIV risk behaviors or previous HIV test results to interviewers, and results might be affected by social desirability bias. Second, sampling was limited to men and women who live in urban areas with a high prevalence of AIDS, and analyses were limited to those with low SES; findings might not be generalizable to other heterosexual groups. Finally, because of high levels of HIV stigma, poverty, and homelessness in this population, standard sampling methods were not considered practical; the data were not weighted to account for the complexities or potential biases of network-based sampling, and statistical tests were not conducted. Therefore, differences between groups should be interpreted with caution. CDC and its partners are pursuing a high-impact prevention approach § § to advance the goals of the National HIV/AIDS Strategy and maximize the effectiveness of current HIV prevention methods. This approach focuses on implementing prevention strategies that have shown the greatest potential to reduce new infections on a scale large enough to yield the greatest impact in populations and geographic areas with the greatest burden of disease. The high level of HIV infection observed in NHBS among low-SES heterosexuals living in MSAs with high AIDS prevalence is a serious public health concern. Efforts to 1) reduce stigma and make HIV testing accessible, affordable, and culturally acceptable (9); 2) improve linkage to HIV care and treatment; and 3) implement interventions that address behavioral and structural factors that place low-SES heterosexuals at higher risk for contracting HIV infection (6,9) could lead to reductions in HIV incidence and health inequities to achieve the goals of the National HIV/AIDS Strategy. 
